and Silver et al. (1953) , the rubella syndrome &c. The perinatal mortality of this group is related to the specific abnormalities associated with growth retardation, e.g. the high incidence of cardiac abnormalities seen in Down's syndrome. Similarly, their subsequent progress and management depends on the causative condition. There is, as a rule, no discernible abnormality of the mother's pregnancy or placental function (with the obvious exception of the rubella syndrome).
The infants in the second group are proportionately much more depressed in weight than height and have a wasted appearance. This group is associated with pre-eclamptic toxaemia during the mother's pregnancy, and there is also a strong association with disproportionately small placentas, retroplacental hemorrhages and placental infarction. The cause of the wasting is believed to be inadequacy of feetal nutrition due to an inadequate blood supply to the placenta; this insufficiency of vascular placental perfusion may result in foetal anoxia and death in utero. Alternatively, severe anoxia may occur during labour; the infant then may be areflexic and apncetic at birth and require instant resuscitation. If neither of these disasters occurs, then these wasted infants are active and alert at birth. Because (Chance & Bower 1966) .
As a rule, provided these various mishaps have not occurred, the infants feed well and gain weight rapidly. Provided intrauterine malnutrition was not unduly prolonged, they appear to grow normally.
In a retrospective examination of 700 children aged 6-9 years whose birth weight (multiple births excluded) was below 4 lb (1-8 kg), McDonald (1965) found significant differences in the incidence of abnormalities in those infants who were two standard deviations below the mean expected weight for their period of gestation, compared with those of normal weight (Table 1) . Thus cerebral palsy was very much commoner in those infants who were premature than in the small-for-dates group. On the other hand, mental retardation (in the absence of cerebral palsy) and cataract were commoner in the small-for-dates infants than those simply born prematurely. However, emphasis was laid on the heterogeneity of the small-for-dates group, for on subdividing these children into two groups depending on whether or not the mother had had pre-eclamptic toxemia (Table 2) , it was found that mental retardation was more often seen in the absence of pre-eclamptic toxtemia. Further- more, if cases of gross mental retardation were excluded, the mean intelligence of the remainder, in both the small-for-dates and premature groups, was very close to the normal.
In conclusion, therefore, provided the smallfor-dates infant is not suffering from a specific developmental anomaly and, in the wasted group, has not been subjected to severe anoxia or hypoglycemia, development is likely to be normal. Intrauterine growth retardation of the foetus is associated with a higher perinatal mortality (Butler & Bonham 1963) , and a diminished intellectual performance in later life (Drillien 1967) as compared with the well grown foetus. The obvious need for early diagnosis in utero of the condition prompted this investigation, the preliminary results of which will be described.
We have defined a small-for-dates (SFD) baby as one whose weight falls on or below the 5th percentile of the weight-gestation chart compiled from 52,004 single births in Aberdeen (Thomson et al. 1968) . A correction for fretal sex, maternal height and parity has been applied in all cases.
Three approaches to the study have been adopted: (1) The incidence of SFD babies among all births at King's College Hospital over one year (November 1968 -October 1969 has been determined. (2) The accuracy of predicting growth retardation by clinical observation has been assessed. (3) An attempt has been made among this group to assess foetal well-being by serial placental function tests. The last two approaches were made possible by the establishment of a special clinic to which patients were sent whose feetus was thought to be SFD by other clinicians. Table 1 shows the incidence of SFD babies and their clinical features compared with those of the remainder of babies delivered during the year. The incidence of SFD babies at King's College Hospital appears higher than that of the Aberdeen series but these figures are not strictly comparable. In the King's series patients were selected for hospital delivery, and illegitimate and multiple births have not been excluded. The incidence of complications of pregnancy was not significantly higher amongst the SFD group, but it is noteworthy that 13 out of the 14 perinatal deaths were associated with a complicated pregnancy. Neither race nor birth rank, after correction for the normal effect of parity, influenced the incidence of SFD babies. Our figures are too small as yet to compare the weights of Negro with those bf Indian babies.
The predictive accuracy in the detection of SFD babies was determined independently by each of us. At every visit the patient was examined and the gestation assessed from the size of the 'Wates Research Fellow 2This study was supported by a grant from the Wates Foundation
